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Blind pouch syndrome following enterocolic anastomosismultidetector computed tomographic findings
A 60-year-old man with complaints of diarrhea and a previous history of colonic carcinoma which was operated several years back underwent a multidetector computed tomographic (MDCT) scan of the abdomen which revealed a subtotal colectomy status with preservation of the sigmoid colon and the rectum. A side-to-side anastomosis between the ileum and the sigmoid colon was noted (Fig. 1) . The blind end of the anastomosed ileal loop was dilated and contained mottled contents suggestive of retained fecal matter. There was surrounding minimal mesenteric fat stranding ( Fig. 2) and mesenteric lymphadenopathy. The CT features were suggestive of post-surgical blind pouch of the small bowel.
Blind pouch syndrome is a well-recognized complication of small bowel anastomosis. Abnormal peristalsis results in filling of the pouch, with stagnation, bacterial overgrowth and subsequent diarrhea.
1 These are most commonly seen after side-to-side anastomosis. 1 It is important to identify them as complications such as small bowel obstruction. enteroliths, ulceration, bleeding and anemia are known to occur.
1 Distinguishing a diverticulum from a blind pouch may be difficult on CT. However identification of adjacent surgical clips helps to confirm the diagnosis. 1 The maximum sac diameter in proven cases of blind pouch syndrome in a previous study 1 ranged between 3.7 cm to 11 cm. In our case the maximum sac diameter was 4.4 cm. The mesenteric fat stranding and the enlarged mesenteric lymphnodes support the diagnosis of bacterial infection within the pouch 1 and are not seen in an otherwise uncomplicated case of side-to-side anastomosis.
